Lymphangioma is a rare pathology in children and even more exotic when encountered in adults. We review the current data on this subject underlining possible controversies and limitations. This is the case of an adult male who underwent a complete clinical examination and ENT performed ultrasound exam, along with contrast CT prior to complete surgical removal of the mass. The mass was 6 cm in diameter and compressed the left lobe of the thyroid gland. Pathology result confirmed the diagnosis of lymphagioma.
Introduction
Lymphangioma, known also as cystic hygroma, represents 5% of the benign congenital malformation arising in childhood and at cervical level represents a sequestration of the embryonic lymphatic channels usually at the level of the posterior cervical triangle [1] . Lymphangiomas are classified microscopically into four categories: lymphangioma simplex (lymphangioma circumscriptum) -small, thin-walled lymphatics; cavernous lymphangioma -dilated lymphatic vessels; cystic lymphangioma (cystic hygroma) -huge, macroscopic lymphatic spaces; and benign acquired progressive lymphangioma in which lymphatic channel dissects through dense collagen bundles [2] . The differential diagnosis includes thyroglossal duct cyst, lipoma, dermoid cyst, laryngocoele, hemangioma, branchial cleft cysts, seromas, metastatic lesions, lymphoma, and ranulas [3] . Two thirds of the cases are nowadays diagnosed at birth or in the first 2 years of life, but the prenatal diagnosis using ultrasonography is possible in some cases [4] . The lesion is unilateral, doughy on palpation, and transilluminant [5] . Oral localization is the second most frequent type for lymphangiomas [6] with macroglosia posing great problems for the anesthesiologist [7] . The most useful diagnostic imaging modality is ultrasonography as it enables serial real time analysis of the case without the radiation implied by CT or the costs added by MRI use [8] . In infancy cervical lymphangiomas are potentially life-threatening due to direct localization or external compression on the airway requiring either a tracheotomy during conservative nonsurgical treatment or a quick surgical removal [9] . However, there are very few cases reported in adults and due to their slow progression there is still a debate concerning their congenital or acquired nature [10] . Treatment options range from sclerosing agents such as bleomycin [11] and OK-432 [12] to radiofrequency ablation [13] ending with the gold standard of surgical excision. Regardless of the treatment options there is a risk of recurrence mostly in suprahyoid lymphangiomas [14] .
We present the case of an adult cervical lymphangioma investigated by US and CT and successful surgically removed. 
Adult cervical lymphangioma -ultrasonography, surgical removal, and pathology results

Case report
A 38 year old male patient presented to the ENT Department with a long term progressive anterior cervical mass (in the last 10 years) Clinical examination found a 4 cm tumoral mass situated above the clavicle and extending from the sternocleidomastoid muscle towards the posterior triangle on the left side of the neck. The mass was compressible on palpation creating mild discomfort to the patient (fig 1a) . The patient ignored the existence of this mass till recently as it grew progressively in dimensions creating discomfort in wearing clothes and esthetic problems. The rest of the clinical exam and laboratory findings were normal.
Ultrasonography performed using a portable Sonoscape S2 device with a 12 MHz linear probe revealed a supraclavicular complex tumor, oval, poorly delineated from adjacent structures by a thin capsule. The mass had transonic liquid content, multiple septa, dimensions of 46.5/22.3 mm, and no Doppler signal. The structure was situated adjacent to the common carotid artery and internal jugular vein and no regional lymph nodes were found (fig 1b,c) . The structure was compressible with the transducer but without being very painful. Taking into consideration all the above mentioned findings our intermediate diagnosis was of a lymphangioma. One important problem was if the mass presented a major extension at the level of the mediastinum thus requiring a combined surgical team with thoracic surgeons.
The ultrasound exam was followed by CT scan in order to ascertain the possible retrosternal extension. Contrast CT exam depicted the contact of the mass with superior vena cava (inferior), and left subclavian vein (medial), the upward extension under the sternocleidomastoid muscle and anterior to the left jugular vein (fig  1d) , the thin wall, liquid content, and no enhancement on contrast. The CT scan confirmed the non invasive nature of the lesion with only compressive properties. Applying the same differential diagnosis the CT exam reinforced the initial suspicion of lymphangioma.
The chosen treatment for this case was the surgical removal of the mass. The dissection was time consuming as the mass presented very thin walls and contained a yellowish fluid with a high risk of breaking and spilling the content. As shown in figure 1e we removed the entire mass in one piece and the pathology result confirmed our suspicion of lymphangioma. The evolution was favorable with no recurrence in six months follow up.
Discussions
Lymphangioma is one of the rarest congenital malformations of the neck. Literature states that only 5% of pediatric benign congenital masses are lymphangiomas and moreover, from these only 8% are localized at the level of the neck. Our search using PubMed revealed only case presentations on the subject of adult cervical lymphangioma proving that adult patients are very rare, the majority of the cases being solved in infancy. However, our case had also an extension towards the posterior aspect of the sterna manubrium which complicated the surgical removal by the close proximity with the major vessel of the neck. We believe that it was the case of a slowly growing congenital mass neglected by the patient due to poor access to medical facilities and medical education. Ultrasound was very important as it permitted first hand surgeon examination of the mass and preoperative planning. Moreover, by performing the ultrasound exam at the bed side by the ENT surgeon, we had a better communication with the patient. We explained to him the pathology and the ultrasound exam, the patient could visualize in real time the close proximity of this mass with the great vessels of the neck and better understood the risks of the operation. From the point of view of the ultrasound exam, it was similar to other cases described. CT was performed only for a higher level of accuracy and to evaluate the mediastinal involvement. In the presence of a strictly localized lesion at the level of the neck, ultrasound would have been self sufficient.
In conclusion, the diagnosis of cervical lymphangioma in adults should be taken into consideration at an ultrasonographic examination of a tumor with liquid content and multiple septa.
